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INTRODUCTION

I ll CV infection i1s one of the main causes of chronic liver
disease worldwide (Lavanchy et al., 2011).

The long-term impact of HCV infection, ranging from
minimal histological changes to cirrhosis with or without
hepatocellular carcinoma (HCC). The estimated number of
chronically infected HCV patients worldwide is about 180
million (Messina et al., 2015).

Egypt has the highest national-level HCV prevalence in
the world, the percentage of adults aging from 15-59 testing
positive on the HCV RNA test is 7% of the Egyptian
population (Kandeel et al., 2017).

HCV genotype (GT) 4, is the most common variant in
the HCV epidemic in Egypt with more than 90% of infections
due to genotype 4 (Messina et al., 2015).

The morbidity of HCV in untreated patients as regard
liver cirrhosis, liver cell failure and hepatocellular carcinoma

represent a major health problem and economic burden (Bruno
etal., 2007).

In 2006, in recognition of the enormity of the HCV
problem and burden of disease in Egypt, the Minister of Health
established the National Committee for Control of Viral

Hepatitis (NCCVH), the available regimen was Peginterferon
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alfa (PEG-a), 350000 patients had received therapy with SVR
rates for patients treated with the PEG-IFN-02a and alfa-2b
were 54%-59% respectively (El-Akel et al., 2017).

The predictive factors of therapy response are also
related to the virus and hosts, and they can be classified as

clinical, biochemical, immunologic and genetic factors.

Male gender, advanced Iliver fibrosis, human
immunodeficiency virus (HIV) and HBV coinfection, insulin
resistance, poor treatment adherence, high viral load (> 600.000
Ul/mL) and African ancestry have been related with the failure of
interferon (IFN) based therapies, particularly with dual therapy
(pegylated interferon and ribavirin) (Cavalcante and Lyra, 2015).

In early clinical trials of interferon and ribavirin, a
baseline HCV RNA level over 800,000 IU/ml was found to be
associated with a 9% lower chance of cure. Subsequent studies
found that patients with high viral load had a 15 to 39% lower

chance of achieving an SVR.

Recent advances in drug development have led to a
number of direct anti-viral agents (DAAs) which deliver high
rates of SVR with substantial improvements in the side effect

profiles.

One of these drugs, sofosbuvir (SOF), a potent inhibitor
of the HCV NS5B polymerase, has been approved for the
treatment of HCV in Egypt since 2014 (Youssef et.al. 2017).
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These regimens include either single DAA therapy SOF
with RBV for 24 wks, or dual DAA combination therapy in the
form of simeprevir plus Sofosbuvir, Sofosbuvir/Daclatasvir,
Sofosbuvir  plus ledipasvir, Grazoprevir/elbasvir and

Paritaprevir/ ombitasvir/ ritonavir plus ribavirin for 12 wks
(EASL, 2016).

Daclatasvir, another DAA which is one of the NS5A
inhibitors which is associated with great results in HCV

clearance, also it is pan-genotypic (Asselah et al., 2014).

Patients infected with HCV genotype 4 can be treated
with daily dose of Sofosbuvir and Daclatasvir for 12 weeks.
Also Sofosbuvir/ Daclatasvir and Ribavirin for 24 weeks can be
used for treatment of non-responders to Sofosbuvir based
therapy according to EASL (2016).

In November 2015 the NCCVH issued a new protocol in
which the Sofosbuvir/Daclatasvir for 12 weeks has been
included to treat the Easy to treat Egyptian HCV patients

according to the following criteria:
= INR<1.2.
* Serum Albumin > 3.5 gm/dl.
= Platelets Count > 150,000.
= Total bilirubin < 1.2 mg/dl.
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